 {#s1}

A six year old female child with Goldenhar syndrome, dextrocardia, a single functional ventricle, transposition of great arteries, pulmonary and subpulmonary stenosis and atrial and ventricular septal defects, obstructive sleep apnea, failure to thrive, speech and developmental delay presented to our institution requiring a cardiac magnetic resonance imaging (MRI) in order to delineate her cardiac anatomy.

She was being evaluated by the otolaryngology, ophthalmology and orthopedics services for further reconstructive surgery. Recent echocardiography demonstrated a single ventricle with normal function, mild aortic valve regurgitation, and pulmonic sub-valvular stenosis. Prior surgery included a Blalock-Taussig shunt and subsequent Glenn procedure (Bidirectional cavo-pulmonary shunt), and multiple cleft lip/palate procedures. Her prior anesthetic history was significant for inability to obtain a definitive airway. Physical examination revealed right hemifacial microsomia, maxillary and mandibular hypoplasia, microtia, significant alar collapse, right anophthalmia, and severe kyphoscoliosis with hemivertebra and right thoracic hump.

Given her difficult airway and remote location, the airway was secured before going to MRI. Attempts with the Glidescope using the pediatric blade provided suboptimal visualization compared to the direct laryngoscopy (the blade was too large for her oral cavity). Fiberoptic bronchoscopy allowed visualization of the vocal cords. However, passing the scope through the small glottic opening was unsuccessful. A size 1.5 layrngeal mask airway (LMA) was then placed, achieving adequate seal and ventilation. Subsequently the fiberoptic bronchoscope (FOB) was passed through the LMA, and vocal cords were visualized. A 3.5 mm cuffed endotracheal tube (ETT) was successfully advanced into the trachea through the LMA.

Although the ETT was well positioned, the end of the LMA was too close to the end of the ETT, thus making it impossible to secure the tube safely for transport. The decision was made to remove the LMA. However, the length of the tube was limiting; another 3.5 mm cuffed ETT was threaded over the existing ETT, and then the LMA was slowly threaded over the tubes and removed (*Figure 1*).

![A 3.5 mm cuffed endotracheal tube (ETT) advanced through an layrngeal mask airway (LMA) with a second 3.5 mm cuffed ETT threaded over it.](hlv-07-177-g001){#F001}

Anesthesia was subsequently maintained with a propofol infusion. Neuromuscular blockade was achieved with rocuronium. Transport of the patient to the MRI suite proved uneventful.

She maintained adequate saturations and hemodynamic parameters.

Upon completion of the scan, she was transported back to the operating room (OR).

After reversal of neuromuscular blockade, the patient was extubated once fully awake. The patient remained hemodynamically stable, she was observed in the post anesthesia care unit (PACU) and was subsequently discharged.

Airway management techniques range from direct laryngoscopy, flexible laryngeal mask airway, perilaryngeal airway, videolaryngoscopy, retrograde intubation, and tracheostomy \[[@R001],[@R002],[@R003]\].

The process of securing a difficult airway with tenuous single ventricle physiology poses a unique challenge. In this report we present our colleagues with a situation that required skillful application of knowledge in terms of obtaining an airway while maintaining the goal of patient safety under anesthesia. Successful management of such a case requires vigilance, foresight, and attention to detail.
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